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Community Development Initiatives at Angelo State University led the research effort for the 
Survey of Health and Behavioral Health Needs of the Poor and Extremely Poor in West Texas. 
The comprehensive project to study the Health and Behavioral Health Needs of the Poor and 
Extremely Poor in West Texas is the product of collaboration among Community Development 
Initiatives, the Concho Valley Community Action Agency, and many community champions and 
stakeholders of the twenty-counties in the study region.  
 
The purpose of the Survey of Health and Behavioral Health Needs of the Poor and Extremely 
Poor is to identify and prioritize health needs of the more than 39,000 people in poverty and 
14,000 extremely poor individuals living in a twenty-county area covered by the project. The 
Survey of Health and Behavioral Health Needs of the Poor and Extremely Poor is a vital part of 
the comprehensive regional assessment. 
In conducting the research, Community Development Initiatives was guided by a six-member 
community research advisory group including: 
 Mark Bethune, Concho Valley Community Action Agency 
 Tim Davenport-Herbst, St. Paul Presbyterian Church of San Angelo 
 Dusty McCoy, West Texas Counseling & Guidance 
 Susan McLane, Concho Valley Community Action Agency 
 Sue Mims, West Texas Opportunities & Solutions 
 Kenneth L. Stewart, Community Development Initiatives 
The generous support of Methodist Healthcare Ministries of South Texas and the San Angelo 
Health Foundation made the comprehensive regional project and this Survey of Health and 
Behavioral Health Needs of the Poor and Extremely Poor in West Texas possible.  
In addition, the research team of principal investigators and the members of the community 
research advisory group appreciate the generosity of HEB and the Concho Valley Transit District 
for providing us hundreds of gift cards and bus passes worth $10 each to give to survey 
respondents to thank them for their participation.  
Numerous community-based organizations in West Texas embraced the purpose of conducting 
the Survey of Health and Behavioral Health Needs of the Poor and Extremely Poor.  Their level of 
engagement with the research team was truly inspiring.  We are grateful to the following 72 
organizations for their collaboration with Community Development Initiatives in conducting the 




First United Methodist Church of Bronte  First United Methodist Church of Robert Lee 
Concho County Hospital    Ozona United Methodist Church 
City of Rocksprings     Irion Food Pantry 
First United Methodist Church of Mertzon  Junction First UMC Food Bank 
Junction Head Start     Junction Independent School District 
City of Brackettville, Mayor    First United Methodist Church of Brackettville 
Community Council of South Central Texas  Committee of Senior Citizens, Brackettville 
Hope Outreach, Brackettville    Mason First United Methodist Church 
Mason Food Pantry     Brady First Baptist Church Food Pantry 
Hope House Food Bank, FUMC of Menard  Menard Community Center 
Mills Food Bank     Ballinger Housing Authority 
Central Texas Opportunities    Samaritan’s House, Winters 
First Presbyterian Church of Ballinger  San Saba Food Bank 
Hill Country Community Action Agency  Eldorado Head Start 
Schleicher County Resource Center   Eldorado Housing Authority 
Sterling County     Sonora Medical Clinic 
Sutton County Food Pantry    West Texas Area Health Education Center  
Concho Valley Alcohol & Drug Abuse Council Angelo State University 
Bethel United Methodist Church, San Angelo Christians in Action, San Angelo 
Concho Valley 211     Esperanza Health & Dental Centers, San Angelo 
Concho Valley Community Action Agency  Loaves & Fishes Food Pantry, Grape Creek UMC 
Lakeview United Methodist Church, San Angelo Maximus Inc. 
Concho Valley MHMR     North Concho Valley Pantry 
Our Daily Bread, San Angelo Wesley Trinity UMC Rust Street Ministries, San Angelo 
Morning Glories, First UMC, San Angelo  Shannon Medical Center 
Sierra Vista United Methodist Church, San Angelo  St. Luke United Methodist Church, San Angelo 
St. Paul Presbyterian Church, San Angelo  West Texas Counseling & Guidance 
Concho Valley Workforce Solutions   San Angelo Homeless Coalition 
West Texas Opportunities & Solutions  Salvation Army, San Angelo 
San Angelo Coalition Against Violence  Kids Eat Free, San Angelo 
Concho Valley Council of Governments  San Angelo Public Housing Authority 
Rankin Food Pantry     First United Methodist Church of Del Rio 
Department of Public Health, Del Rio  Laughlin AFB Family Advocacy Outreach 
Val Verde Regional Medical Center   United Medical Centers 
Del Rio United Methodist Women's Group  Quad Counties Council on Alcohol & Drug Abuse 





This project is the product of collaboration among Community Development Initiatives, the 
Concho Valley Community Action Agency, and many community champions and stakeholders in 
the study region. The purpose of the community-based needs assessment is to identify and 
prioritize health needs of the more than 39,000 people in poverty and 14,000 extremely poor 
individuals living in a twenty-county area covered by the project. 
Between April and September 2015, Angelo State University’s Community Development 
Initiatives and 72 community-based organizations collaborated to complete detailed interviews 
with poor and extremely poor residents of the 20 counties in the study region. A total of 597 
interviews were completed. Analysis of the data identified 19 community health needs across 
the counties in the region. Facilitated by a prioritization instrument from November 13 to 
December 14, 2015, key informants and stakeholders prioritized needs within each category 
below in the following order: 
 
Prioritization of Access Needs 
 Increasing outreach to vulnerable groups to reduce cost and other barriers to 
treatment. 
 Reducing cost and other barriers to behavioral health services. 
 Increasing the availability of nutritious foods. 
 Increasing access to affordable housing in safe neighborhoods. 
 Access to quality dental care.  
 
Prioritization of Chronic Disease Needs 
 Increase emphasis on preventative actions in screening, treatment, case management, 
and community outreach and education to reduce mortality from complications arising 
from diabetes. 
 Develop and strengthen collaborative community efforts to reduce potentially 
preventable hospitalizations, including hospital admissions arising from diabetes. 
 Increase emphasis on preventative actions in screening, treatment, case management, 
and community outreach and education to reduce mortality from heart disease, 
cerebrovascular disease, and cardiovascular disease. 
 Increase emphasis on preventative actions in screening, treatment, case management, 




 Develop and strengthen collaborative community efforts to reduce potentially 
preventable hospitalizations, including hospital admissions arising from congestive heart 
failure. 
 Develop and strengthen collaborative community efforts to reduce potentially 
preventable hospitalizations, including hospital admissions arising from COPD. 
 
Prioritization of Behavioral Health Needs 
 Increase community capacity to reach the poor, extremely poor, and other vulnerable 
groups with preventative actions to reduce obesity. 
 Increase capacity and access for the poor and other vulnerable groups by providing 
quality behavioral health resources for prevention and treatment of alcohol and drug 
abuse. 
 Increase capacity and access for the poor and other vulnerable groups by providing 
quality behavioral health resources for prevention and treatment for depression. 
 Increase capacity and access for the poor and other vulnerable groups by providing 
quality behavioral health resources for smoking and tobacco cessation. 
 
Prioritization of Community Actions to Address Health Needs 
 Increase capacity to address health needs of growing numbers of seniors and children. 
 Develop collaborative community efforts to increase investment in community health 
needs. Consider solutions for expanding quality coverage of the uninsured, coordinated 
funding and development of proposals or campaigns, coordinated organizational and 
agency strategic planning, and other collaborative community capacity building 
approaches. 
 Increase community capacity to reach the poor, extremely poor, and other vulnerable 
groups with preventative actions to provide education to promote healthy living and 
wellness. 
 Increase community capacity to reach the poor, extremely poor, and other vulnerable 




The research team offers the following recommendations for action toward solutions with 
immense respect and gratitude toward the communities we studied in West Texas and the 




Recommendations for Stakeholders 
 Form Community Collaborations. 
 Focus on the Health and Behavioral Health Need(s) the Collaboration is Able to Address.  
 Identify or Establish Leadership Organizations.  
 Consider the Full Potential as well as the Limitations of the Collaboration. 
Recommendations for Funding Organizations 
 Create a Forum for Policymakers, Funding Organizations, and Regional Stakeholders. 
 Incentivize Collaborating Coalitions of Organizations to Address the Health and 
Behavioral Health Needs of the Poor and Other Vulnerable Groups. 
 Adopt and Promote a Long-Term, Socially Responsible Community Investment 
Perspective and Culture. 
 
The research team developed the following products as a result of the needs assessment: 1 
1. Community Health Asset Maps:  
Maps that inventory the hospitals, clinics, pharmacies, nursing homes, mental health 
facilities, and other resources of the region. Additional thematic maps depict ratios of 
population to key health professionals in the region.  
2. County Health Profiles: 
A health profile for each of the 20 counties in the study region including publically 
available secondary data (demographic features, health and mental health care 
resources, utilization patterns, and morbidity and mortality rates), the results of a sub-
regional sample of responses from the Survey of Poor and Extremely Poor, and 
identification and prioritization of health and behavioral health issues in the profile 
county. 
3. Comprehensive Report: 
A comprehensive regional-level assessment and most detailed analysis of the Survey of 
Health and Behavioral Health Needs of the Poor and Extremely Poor in West Texas. 
 
                                                     
1
 Publically available online on the project website, see Community Health Needs Assessment of the Poor and 





The Survey of Health and Behavioral Health Needs of the Poor and Extremely Poor in West 
Texas employed a collaborative community-based approach to evaluate the health status and 
situation of the vulnerable poor population in the study region. A prior stage of the 
comprehensive project developed a set of health profiles focused on each county in the region. 
Each county profile includes: 
 
1. A demographic overview featuring the vulnerable groups in the population. The profile 
integrates publicly available secondary demographic data. 
2. A health status profile of community health and mental health care resources, 
utilization patterns, and morbidity and mortality rates.  
3. Results of a sub-regional sample of responses from the survey of poor and extremely 
poor residents of the profile county as well as selected nearby counties. 
4. Identification and prioritization of health and behavioral health issues in the profile 
county. 
Another product of the prior project stage was development of a set of online community 
health asset maps. The maps inventory the hospitals, clinics, pharmacies, nursing homes, 
mental health facilities, and other resources of the region. Additional thematic maps depict 
ratios of population to key health professionals in the region. The county health profiles and the 
community health asset maps are publicly available at the project website.2 
This report complements the products of the prior project stage by providing the 
comprehensive and most detailed analysis of the Survey of Health and Behavioral Health Needs 
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DEMOGRAPHIC DESCRIPTION OF THE 20-COUNTY STUDY REGION 
 
The survey was conducted between April and September of 2015 in communities covering 20 
counties in a 27,084 square mile land area encompassing the majority of the Edwards Plateau 
region of West Texas. The 20 counties of the region include Coke, Concho, Crockett, Edwards, 
Irion, Kimble, Kinney, Mason, McCulloch, Menard, Mills, Reagan, Runnels, San Saba, Schleicher, 
Sterling, Sutton, Tom Green, Upton, and Val Verde (see Figure 1).  
 
The Texas State Demographer’s 2012 Population Estimates fix the region’s population at 
237,912. In addition, the State Demographer developed three Population Projections based on 
varying assumptions about migration in years ahead. Figure 2 depicts current projections for 
the study region through 2025. 
The highest growth projection (blue line) anticipates the county will reach 255,891 residents in 
2025. The projection foresees little or no net gain of population as a result of migration of 
people moving into and out of the region. However, it forecasts a significant shift in the 
composition of the population. The number of White, non-Hispanic residents is expected to 
3 
 
decline by about three percent from between 2012 and 2025. In contrast, the forecast sees a 
19 percent increase of Hispanic population. The State Demographer’s projections portend a 
region that will join other parts of Texas with a majority Hispanic population by 2025. 
 
The Census Bureau’s 2009-2013 5-Year American Community Survey data approximates that 
39,528 residents of the 20-county study region are living below the federal poverty level. 
Moreover, the Census Bureau data indicates that some 14,743 or 37.3 percent of these 
residents are extremely poor with incomes less than half the poverty level.3  
 
  
                                                     
3
 Table “C17002: RATIO OF INCOME TO POVERTY LEVEL IN THE PAST 12 MONTHS,” 2009-2013 American 
Community Survey 5-Year Estimates, US Census Bureau, retrieved January 14, 2015: http://factfinder.census.gov/ 





Between April and September 2015, Angelo State University’s Community Development 
Initiatives and 72 community-based organizations collaborated to complete detailed interviews 
with poor and extremely poor residents of the 20 counties in the study region. A total of 597 
interviews were completed.  
 
The Interview Questionnaire 
Community Development Initiatives worked with the six-member research advisory group (see 
p. i) to begin the project by developing the interview questionnaire. The result was a 32 item 
instrument that functioned to screen prospective respondents for participation in the survey 
while measuring 178 variables. The questionnaire, included in Appendix A, covered the 
following general topics: 
 Subject’s demographic characteristics 
 Medical, dental, and mental health services access 
 Morbidity experiences 
 Obesity and related factors 
 Mental health and substance use 
 Immunization and preventative health screening 
The focus of the survey of poor and extremely poor residents required screening prospective 
respondents to qualify them for participation. This was achieved at the beginning of interview 
sessions by asking three key demographic questions: county of residence, household size, and 
household income. Prospective subjects were qualified for participation in the remainder of the 
survey if they resided in a study region county and their self-reported monthly household 
income fell below the 2015 US Department of Health and Human Services Poverty Guideline for 
a household of the indicated size.4 
The Behavioral Risk Factor Surveillance System (BRFSS) surveys, conducted with adults age 18 
and over by state health departments in partnership with the Centers for Disease Control and 
Prevention (CDC), served as the model for many questions in the survey.5 The interview 
                                                     
4
 See the Annual Update of the HHS Poverty Guidelines, 2015 Poverty Guidelines for the 48 Contiguous States and 
the District of Columbia, Federal Register: https://www.federalregister.gov/articles/2015/01/22/2015-
01120/annual-update-of-the-hhs-poverty-guidelines#t-1. The project divided the official income values by 12 and 
then rounded to nearest hundred dollars to apply a monthly income guideline to qualify respondents. 
5
 BRFSS interviews are conducted by telephone. This project enlisted trained community-based interviewers in a 




responses yield 31 indicators in parallel with similar items in the 2013 BRFSS for Texas as 
depicted in Appendix B. The 31 parallel indicators form a cornerstone for the analysis. 
  
Sampling 
Community Development Initiatives created a proportional sampling procedure for the survey 
that was designed to oversample the extremely poor population of the region.  The extremely 
poor are defined for purposes of the study as the population comprised of individuals living on 
income less than 50 percent of the poverty threshold based on household size. The sampling 
procedure was based on population parameters retrieved from the Census Bureau’s 2009-2013 
American Community Survey 5-Year Estimates.6 Table 1 details the procedure and outcomes. 
The first step in the sampling procedure was to set a robust total sample target for the study 
region at 600. This target was selected for three reasons. One objective was to ensure a 
minimum sample target of five to as many of the twenty counties in the study region as 
possible. Using a sample size of 600 for the study region, as depicted in Table 1, allotted sample 
targets of five or more to 16 of the 20 counties when the proportional sampling procedure was 
applied. 
A second objective was to ensure a reasonable margin of error for a descriptive study designed 
to estimate population parameters such as health and behavioral health risk factors.  The 
selected total sample target of 600 is well above the sample size of 384 required to achieve a 
margin of error of ± .05 under the probability assumptions associated with simple random 
sampling.7 
Feasibility was the final reason for setting the total sample target at 600. The research team 
estimated that a sample of 600 face-to-face interviews could be achieved given the project 
timeline, as well as the budget and other available resources.  
Table 1 depicts the application of the “Sampling Procedure” and its “Outcomes.” The first 
column reports the Census estimate of extremely poor residents in each county. The second 
displays each county’s proportion of the total 14,743 extremely poor individuals in the study 
region. The third column sets the county’s sample target by multiplying the total sample target 
of 600 by the percent of the extremely poor. The sample target of 5 for Coke County, for 
instance, is 600 multiplied by 0.85 percent. 
                                                     
6
 Table “C17002: RATIO OF INCOME TO POVERTY LEVEL IN THE PAST 12 MONTHS,” op. cit.  
7
 See Johnnie Daniel, Sampling Essentials: Practical Guidelines for Making Sampling Choices (Los Angeles: Sage, 





“Sample Respondents” under “Outcomes” in Table 1 represents the actual number of 
completed interviews, and the “Percent of Sample” column gives the proportion of total 
interviews completed in the respective county. Thus, the five completed interviews in Coke 
County comprise 0.84 percent of the 597 total interviews for the region. 
Comparison of the relevant columns in Table 1 reveals the success of the proportional sampling 
process. The “Percent of Sample” ratios under “Outcomes” closely correspond to the “Percent 
of Study Region” proportions under “Sampling Procedure.” This means that the survey 
succeeded at collecting data in proportion to the representation of the extremely poor 
population within the respective counties of the study region. 
The “Percent of Respondents” column under “Outcomes” compares the “Sample Respondents” 
with the number of respondents “Under 50 Percent of Poverty Threshold.” This comparison, 
however, reveals that not all completed interviews were done with extremely poor 
respondents. Indeed, the respondents who were extremely poor ranged from 66.7 percent in 
Irion County to zero percent in Reagan, Sterling, and Sutton counties.  
Region-wide, nonetheless, 280 or 46.9 percent of all completed interviews were conducted 
with extremely poor respondents. This compares to the previously noted Census Bureau 
7 
 
estimate that extremely poor individuals make up 37.3 percent of the region’s 39,528 people in 
poverty. This comparison indicates that the survey succeeded by 9.6 percent in oversampling 
extremely poor respondents.  
 
Data Collection 
The survey employed a community-based data collection process that collaborated with 72 
organizations and 145 community contacts across the 20-county region. The project 
coordinator guided the process. 
 
Community-based organizations collaborated in the data collection process in two different 
ways. Some organizations provided both venues and trained interviewers to work with 
respondents completing the survey questionnaire. Others participated by providing one or 
more interviewers or a venue, but not both.  
 
Of the 72 collaborating organizations, 29 were Social Service Agencies including Faith-Based 
Service Ministries (15 of 29); 16 were Food & Commodity Programs; 12 were Governmental 
Public Outreach Organizations; 8 were Health & Mental Health Service Providers; 4 were 
Educational Organizations; and 3 were Volunteer Associations. Hospitals, clinics, and health or 
mental health provider organizations were not targeted as venues for interviewing in order to 
avoid biasing the survey with respondents who clearly had established some level of access.8  
 
Community Development Initiatives, under the leadership of the project coordinator, 
conducted nine interviewer training sessions during April and May of 2015. Sessions included 
state and federal health privacy regulations and legal obligations; research ethics and 
confidentiality standards; and hands-on training of the survey instrument.  Sixty-four 
interviewers were trained to qualify prospective respondents and to conduct face-to-face 
sessions assisting the respondents in completion of the interview questionnaire. Three 
additional research assistant staff members at Community Development Initiatives were 
trained for interviewing. The three assistants joined with the project coordinator to conduct 
157 (26.3%) of the interviews in 11 sparsely populated counties where no trained interviewers 
were available. They also added capacity to aid local interviewers in 2 additional counties. The 
64 local community-based interviewers completed 440 interviews (73.7%). 
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 Concho County Hospital provided a venue to interview community members who were not selected from their 
patient pool. However, United Medical Centers in Del Rio may have used their facility for conducting some 
interviews which may have introduced minor indeterminate error into the access risks. 
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SURVEY FINDINGS AND ANALYSIS 
 
Comparison of the Sample to the Poverty Population Parameters 
Comparison of sample demographics to population parameters to assess the extent to which 
the sample represents the targeted population is an essential part of analyzing the survey 
findings. Table 2 compares the sample to the parameters of the poverty population in the study 
region as depicted from data retrieved from the Census Bureau’s 2009-2013 American 
Community Survey. 
The previous section on sampling demonstrated that the survey succeeded in its objective to 
collect data from the various counties in proportion to the distribution of extremely poor 
population across the study region. Table 2 confirms that the process also resulted in a 
proportional sample mirroring the distribution of the overall poverty population in the region. 
In addition, Table 2 again confirms the previously mentioned result that the survey intentionally 
oversampled the extremely poor subset of the poverty population. Indeed, the application of a 
Chi-Square test to the “Poverty Status” results in Table 2 confirmed that the difference 
between the percentages of extremely poor individuals in the sample and the population 
parameter is statistically significant.  
A separate Chi-Square test indicates that the survey oversampled females. The “Gender” 
section depicted in Table 2 produced a statistically significant Chi-Square result.9 The other 
sample demographics compared in Table 2 (county of residence, ethnicity, age, years of 
schooling, and single person and single parent household compositions) are close 
representations of the poverty population parameters for the study region.10 
 
Access to Health and Wellness Resources 
 
Table 3 compares the three indicators of access to basic community health and wellness 
resources. The results confirm significantly higher risk levels of encountering access obstacles 
within the poverty population as represented by the sample compared to BRFSS indicators for 
the general adult population of the region and state. The 56.8 percent of regional poor 
residents reporting a cost obstacle to seeing a doctor, for instance, is nearly three times the 
rate at which the adult populations in the region and state experience this obstacle according 
to the 2013 BRFSS. 
                                                     
9
 Chi-Square for Poverty Status = 3.177, p (1-tail) = 0.04; Chi-square for Gender = 3.603, p (1-tail) = 0.03. 
10
 Inconsistencies in the coding of household types between the Census Bureau and the survey excluded the 
possibility of comparing the survey’s identification of households occupied by couples with children and without 






Similarly, nearly 40 percent of the adult poverty population of the region has no “medical 
home” in the sense of having someone they view as their personal doctor. This perception is 20 




Also, adults in the poverty population appear to experience difficulties acquiring quality fruit 
and vegetable dietary staples at a rate that is 2.5 to 3 times higher than the adult populations 
region-wide and statewide. This observation is consistent with the CDC’s modified retail food 
environment index (mRFEI) estimates from 2011 indicating that an average of only 7 percent of 
food retailers in more than 4,300 Texas census tracts are healthy food resources (e.g. 
supermarkets, large grocery stores, produce stores, or supercenters) with fresh fruits and 
vegetables, low-fat dairy items, meat products, and whole grain foods.  The CDC mRFEI data 
indicated an average 12 percent of retailers in the 66 census tracts located in the study region 
were healthy food sources.11 A further indication of food insecurity is reflected in the fact that 
57.3 percent of the survey respondents reported that someone in their household received 
food assistance such as SNAP or WIC during the past year. 
 
                                                     
11
 CDC designed the mRFEI to combine the “food desert” and “food swamp” concepts into a single measure. Scores 
of zero on the mRFEI generally correspond with food deserts. Twenty-five (38%) of the 66 census tracts in the 
study region scored zero on the mRFEI. Another seven of the tracts had low scores (less than 10) which correspond 
with food swamps dominated by convenience stores and fast food retailers. See “Census Tract Level State Maps of 
the Modified Retail Food Environment Index (mRFEI),” Centers for Disease Control and Prevention: 
ftp://ftp.cdc.gov/pub/Publications/dnpao/census-tract-level-state-maps-mrfei_TAG508.pdf. Modified Retail Food 




Table 4 reports additional survey results revealing variations in access to health and wellness 
resources by certain demographic elements within the regional poverty population.  
There is a key difference between the findings in Table 4 and the previous discussion comparing 
survey and BRFSS indicators. The results in Table 4 are based only on responses to particular 
survey items. For instance, the responses of males and females are depicted in the section on 
respondents who could not see a doctor because of cost, and again in the section on 
respondents who do not think of anyone as a personal doctor. Readers may notice that the 
total numbers of men and women represented in the two sections are not the same.  The 
difference results from responses to the particular items; 593 men and women responded on 
the personal doctor item, but only 415 answered the cost barrier item.  
The results in Table 4 depict the following differences in access: 
 The vast majority of individuals in poverty who encounter a cost barrier to seeing a 
doctor are females.  However, males in poverty run a slightly higher risk of experiencing 
this barrier. 
 Poor individuals in their thirties, and those in the pre-retirement ages 50-64, have 
slightly higher risks than other age groups of encountering cost barriers to seeing a 
doctor. 
 Single persons in poverty and couples with or without children experience slightly higher 
risks of having a cost barrier to seeing a doctor. 
 Among individuals in poverty, the severely poor have a significantly higher risk of not 
having someone to call their personal doctor. 
 The majority of individuals in poverty who do not have a personal doctor are females.  
However, males in poverty run a higher risk of experiencing this barrier. 
 Adults in poverty who are under the age of 50, especially those under the age 30, have 
higher risk of not having someone to call their personal doctor. 
 Individuals in poverty who are single persons, as well as couples with children, show 
higher risk of not having someone to call their personal doctor. 
 Individuals in poverty who are single parents or live in “Other” households (such as 
living with parents, grandchildren, extended relatives, or roommates) are at somewhat 







Table 5 expands the findings along two dimensions. First, the table reports barriers arising from 
obstacles other than monetary cost. Secondly, the table includes barriers to providers and 
services in addition to doctors.  
The first row indicates that 69.7 percent of the total survey respondents answered the items on 
access barriers to doctors. Of the 416 who responded, 81.5 percent indicated cost barriers.12 In 
addition, 37.3 percent reported travel obstacles, 15.9 percent said work hours interfered, 7.5 
percent reported barriers due to childcare responsibilities, and 9.4 percent said fear or anxiety 
blocked the way. 
Some notable observations from Table 5 include: 
 High percentages of respondents who answered access questions indicated cost barriers 
for all providers and services. The highest percentages indicated cost barriers to see 
dentists (91.6%) and to purchase prescriptions (90.6%). 
 Twenty-five to 40 percent of responses indicated travel barriers to providers and 
services. The highest indications of travel barriers were for follow-up appointments 
(39.4%) and getting in to see doctors (37.3%). 
 Six to 16 percent of responses identified work hours as barriers. Most frequent was 
work hours obstructing access to doctors (15.9%) and follow-up appointments (12.2%). 
 Childcare responsibilities were pegged as obstacles in four to eight percent of 
responses. The most frequent indications were childcare blocking access to doctors 
(7.5%) and rehabilitation or physical therapy services (6.5%). 
 Fear and anxiety were identified as obstacles in two to seventeen percent of responses. 
These feelings were most frequently identified as obstacles to seeing counselors (16.5%) 
and medical specialists (10.9%). 
The high percentages of respondents indicating cost barriers to access reflect the insurance 
status of the poor residents of the study region.  When queried, 278 (47.2%) of 589 
respondents to the survey indicated that they lacked coverage by Medicaid, Medicare, or any 
other form of health insurance. In addition, the majority of survey respondents lacking health 
insurance were extremely poor (66%); female (71.9%); and Hispanic (57.9%). The uninsured 
rate for non-elderly survey respondents between the ages of 18 and 64 was 54.6 percent.13  
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 This percentage differs from the previously reported 56.8% in Table 3 because it is based only on the 416 
respondents who answered the item. The percentage in Table 3 was based on the total sample size of 597.  
13
 This rate is consistent with the Census Bureau’s 2013 Small Area Health Insurance Estimates indicating that 51.1 
percent of approximately 32,874 residents of the study region between the ages of 18 and 64 are uninsured; data 




The previously noted high cost barrier to dental care is also confirmed by the survey query on 
dental insurance status. Of 583 respondents reporting dental coverage status, 525 (90.1%) 
were uninsured for dental care. Unlike the pattern health insurance coverage, however, both 
elderly and non-elderly adults lack dental insurance at high rates. Among elderly survey 
respondents, 81 (94.2%) reported no dental insurance coverage; 89.3 percent of respondents 
between 18 and 64 did the same. 
Notwithstanding the significance of cost barriers experienced by the poor, it is important to 
keep sight of the other access obstacles. Evidence suggests that individuals in poverty often 
experience multiple impediments to care, despite the relatively lower risks of travel, work, 
childcare, or fear/anxiety obstacles compared to cost barriers as depicted in Table 4. For 
instance, the 416 survey respondents with access barriers to seeing a doctor actually reported 
1.5 obstacles per capita. Indeed, the number of barriers per capita reported by the poor, 
ranged from 1.3 (for access to prescriptions) to 1.5 (for access to doctors, specialists, and 
follow-up appointments). 
Some of the direct consequences of the high obstacles to access health and dental care are 
evident in the survey results. For instance, 40 percent of 587 survey respondents had not seen 
a doctor within the past year, and nearly 10 percent had not seen one in more than five years. 
A more important illustration of the access obstacles to health care is the finding that 56 
percent of respondents of 293 respondents over age 50 have never had a colon/rectal exam. 
The barriers for access to dental care, moreover, appear to be higher. Only 23 percent of 581 
survey respondents said they had seen a dentist in the past year, and 44 percent said they had 
not seen one in more than 5 years. A similar percentage (44.6%) reported never having dental 




Morbidity Patterns among the Poor and Severely Poor 
The poor and severely poor of West Texas show elevated risk of seven chronic diseases in 
comparison to BRFSS indicators of diagnosis. Each of the seven chronic diseases is included in 
the top ten causes of death for study region.14  
Table 6 lists the seven diseases in order of their level of elevated risk. For instance, 7.2 percent 
or 43 of the 597 survey respondents reported being diagnosed with kidney disease. This 
indicates a level of risk that is 3.3 times the 2.2 percent risk estimate for the study region based 
on the BRFSS. The same comparisons indicate an elevated risk by a factor of 3.0 for COPD; 1.8 
for diabetes; 1.4 for heart disease; and 1.3 for stroke, asthma, and for heart attack.      
 
The findings also show that respondents over age 50 ran higher risks of being diagnosed with 
each of the conditions in Table 6, with the exception of asthma. Non-Hispanics revealed a 
higher risk of a COPD or asthma diagnosis. Hispanic survey respondents, on the other hand, had  
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 The top cause of death was cancer (malignant neoplasms) with an age-adjusted death rate of 157 per 100,000 
population according to Vital Statistics from the 20-county study region for the 2009-2012 time period. This was 
followed by heart diseases including heart attack (152.3/100,000), chronic lower respiratory diseases including 
COPD and asthma (46.2/100,000), accidents (40.4/100,000), cerebrovascular diseases including stroke 
(37.9/100,000), Alzheimer's (28.1/100,000), diabetes (25.2/100,000), kidney diseases including nephritis, nephrotic 
syndrome and nephrosis (16.4/100,000), influenza and pneumonia (14.9/100,000), and chronic liver disease and 




a much higher risk of a diabetes diagnosis, as did respondents with less than 12 years of 
schooling.15 
The respondents reported a total of 547 diagnostic incidents in Table 6 (the sum of the 
Population at Risk column). However, only 298 survey respondents reported these events. Half 
of these respondents had only one diagnosis among the seven conditions. The other half, 149 
respondents, revealed comorbid conditions, and 62 respondents indicated 3 or more comorbid 
conditions. Table 7 depicts the distribution of comorbidity for the seven chronic diseases 
among the survey respondents. 
  
Table 8 shows these respondents reported a total 398 dyads of the seven chronic diseases. The 
most frequent combination was COPD and asthma reported 53 times. However, diabetes was 
the condition occurring most often in the dyads with the other diseases. Diabetes was included 
in 159 (40%) of the 398 comorbid combinations. It coupled most frequently with COPD and 
heart disease (33 dyads each). 
COPD was included in 144 (36%) of the dyads, followed by 134 (34%) combinations with 
asthma, 117 (29%) with heart disease, and 108 (27%) with heart attack. Stroke and kidney 
disease were the least frequent conditions appearing the dyads with 68 (17%) and 66 (17) 
combinations respectively. 
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Respondents diagnosed with the seven chronic diseases demonstrated further comorbid 
combinations with the additional conditions depicted in Table 9. For instance, 76.9 percent of 
the 150 respondents with diabetes also reported being told by health professionals that they 
have high blood pressure; 57 percent said they were diagnosed with high cholesterol; 21 
percent were told they had cardiovascular disease; 57.2 indicated they were diagnosed with 
arthritis; and half were told by a professional that they had depression. 
 
In summary, morbidity patterns among the poor and severely poor in West Texas highlight the 
following important observations: 
 The poor and severely poor population demonstrates elevated risk compared to BRFSS 
indicators of being diagnosed with seven fatal chronic diseases that rank in the top 10 




 Members of the poor population over the age of 50 are more vulnerable to the 
elevated risks of the seven fatal chronic diseases than younger members of the 
population. 
 Hispanic members of the poor population are more vulnerable to the elevated risk of 
being diagnosed with diabetes. 
 Half of the poor population diagnosed with one of the seven high-risk fatal chronic 
diseases indicates one or more comorbidities with the other fatal chronic diseases. 
About one in five is diagnosed with three or more of the conditions. 
 Diabetes is the diagnosed condition that occurs most frequently among the poor as a 
comorbid combination with one or more of the other six high-risk fatal chronic 
diseases. 
 Members of the poor population diagnosed with one or more of the seven high-risk 
fatal chronic diseases also demonstrate high frequency comorbidities with conditions 
such as high blood pressure or arthritis. These high frequency correlates include 
depression, a behavioral health condition. 
 
Behavioral Health Risks among the Poor and Severely Poor 
MHMR Services for the Concho Valley served 973 residents of Coke, Concho, Crockett, Irion, 
Reagan, Runnels, Sutton, and Tom Green counties during 2013.  One in five of these (20.6% or 
201) residents were diagnosed with depression.16 Moreover, the consistently high levels of 
comorbidity between depression and the fatal chronic diseases depicted previously in Table 9 
highlight the significance of behavioral factors in the health status of the poverty population in 
West Texas.  
Table 10 compares BRFSS results for the study region and state with the prevalence of 
depression and five other behavioral health indicators in the survey. The level of diagnosed 
depression is nearly three times higher in the poverty population compared to the general 
population of the study region as indicated in the 2013 BRFSS. The rate of obesity is about 36 
percent higher, and morbid obesity (BMI greater than or equal to 35) is about double.  
Members of the poverty population are nearly twice as likely to smoke or use tobacco products, 
and the frequency of binge drinking is about 37 percent higher than among the region’s general 
adult population. Moreover, within the poverty population, both of these behavioral factors are 
significantly correlated to diagnosed depression.17  
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 Computed by Community Development Initiatives from data provided by MHMR Services for the Concho Valley, 
September 1, 2015. 
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 The Chi-Square test for the association between smoking or tobacco use and diagnosed depression was 26.4 




Also, the survey reveals that the elevated behavioral risks depicted in Table 10 are significantly 
involved with the medical condition of the poor in the following additional ways: 
 Sixty-one percent of the 150 respondents who were diagnosed with diabetes were also 
obese or morbidly obese (Chi-Square = 21.83; 2 df; p = 0.00). 
 Forty-seven percent of the 123 respondents diagnosed with asthma were also obese or 
morbidly obese (Chi-Square = 6.13; 2 df; p = 0.05). 
 Fifty-three percent of the 92 respondents diagnosed with COPD also smoked or used 
tobacco (Chi-Square = 24.42; 3 df; p = 0.00). 
 Fifty-two percent of the 123 respondents diagnosed with asthma also smoked or used 
tobacco (Chi-Square = 20.7; 3 df; p = 0.00). 
 
Access to Health and Wellness Resources 
Recent evaluation assessments indicate the effectiveness of behavioral counseling services 
provided by San Angelo-based West Texas Counseling and Guidance and by MHMR Services for 
the Concho Valley.17 Yet, despite their effectiveness, the poverty population of the region faces 
substantial obstacles to accessing the services. 18 
                                                                                                                                                                           
diagnosed depression yielded a Chi-Square of 4.5 with 1 degree of freedom and a p-value of 0.04. 
18
 Schell, K., A. Chavarria, and W. Russell, “Evaluation of Counseling Outcome Metric Efficiency,” presented to West 
Texas Counseling and Guidance, December 15, 2015, San Angelo, Texas indicates a 48% improvement in the social 
and behavioral functioning of clients as measured by the Outcome Rating Scale over six brief therapy sessions. 
Additional analysis by Community Development Initiatives of data provided by MHMR Services for the Concho 
Valley, October 8, 2015, shows that annual Global Assessment of Functioning scores for 514 clients served over 
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Data presented previously in Table 5 indicated that 81.5 percent of 248 poor and severely poor 
respondents to the survey indicated being unable to see a counselor because of cost. Travel to 
see a counselor was reported as a barrier by 28.2 percent and 16.5 percent reported being 
averted by fear and anxiety. Additional investigation of these obstacles indicates: 
 The severely poor with incomes under half the applicable poverty threshold are most 
likely (87.9%) to experience a cost barrier (Chi-Square = 10.87; 1 df; p = 0.00). 
 Non-Hispanics are most likely (37.3%) to experience a travel barrier (Chi-Square = 9.56; 
1 df; p = 0.00) 
 Seventy-four percent of poor people diagnosed with depression experience cost barriers 
to seeing a counselor (Chi-Square = 13.37; 1 df; p = 0.00). Thirty-nine percent experience 
travel barriers (Chi-Square = 16.56; 1 df; p = 0.00), and 22 percent are averted by fear 
and anxiety (Chi-Square = 7.24; 1 df; p = 0.01). 
 On average, members of the poverty population experience 1.4 obstacles to accessing 






                                                                                                                                                                           
five years (2010-2015) improved functioning by an average of 8% for one of every three (170 or 33%) clients. 
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IDENTIFICATION AND PRIORITIZATION OF HEALTH NEEDS 
 
Identification of Community Health Needs 
The previous sections of this report summarize the findings of the Survey of Health and 
Behavioral Health Needs of the Poor and Extremely Poor in West Texas.  In combination with 
these results, the research team previously analyzed the following data for each county in the 
region to provide a foundation for identification of health needs of the poverty populations in 
West Texas communities:19 
 Demographic Trend Data: Demographic projections of population growth in West Texas 
counties were reviewed. Growth trends for vulnerable population groups were included 
in the review. 
 Hospital Data: Available data on utilization, revenue, charges, and quality of care at 
hospitals in West Texas communities were analyzed. 
 Other Health Care Resources: Data and information on the supply of health care 
professionals, community clinics, nursing homes, home health agencies, and mental 
health services were reviewed. 
 Family and Maternal Health: Secondary data indicators of family composition, domestic 
abuse data, and maternal health were reviewed. 
 Potentially Preventable Hospitalizations: Data on hospitalization of West Texas residents 
that might have been avoidable if individuals accessed and complied with relevant 
preventative and outpatient healthcare services were reviewed. 
 Leading Causes of Death: Data on leading causes of death were used to identify specific 
diseases associated with higher death rates in West Texas communities compared to the 
state. 
It is important to emphasize the community-wide and regional focus of this study of the health 
needs of poverty populations in the 20-county study region of West Texas. With this 
perspective at the forefront, the needs assessment has made every effort to use data to 
identify needs of community-level importance which, in many instances, can only be addressed 
through cooperative, collective community action.  Following is a summary list of identified 
health needs of the poor and severely poor in West Texas: 
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 Complete detail on the results of the previous analysis of applicable data for each county is available at the 




1. Access to dental care. 
Increase capacity and access to quality dental care, especially by poor and extremely 
poor residents and households. This was identified as a specific community health need 
in the following 15 regional counties: Crockett, Edwards, Kimble, Kinney, Mason, 
McCulloch, Menard, Mills, Reagan, San Saba, Schleicher, Sutton, Tom Green, Upton, and 
Val Verde.       
2. Potentially Preventable Hospitalizations. 
Continue to develop and strengthen collaborative community efforts to reduce 
potentially preventable hospitalizations, including admissions arising from: 
 Congestive heart failure, identified as a specific community health need in the 
following 4 regional counties: Coke, Concho, Runnels, and Tom Green. 
 COPD, identified as a specific community health need in the following 3 regional 
counties: Coke, Runnels, and Tom Green. 
 Diabetes, identified as a specific community health need in the following 2 
regional counties: Runnels and Tom Green. 
3. Capacity and access to behavioral health services for vulnerable groups. 
Increase capacity and access for the poor and other vulnerable groups by reducing cost 
and other barriers to quality behavioral health services.  This was identified as a specific 
community health need in the following 14 regional counties: Crockett, Edwards, 
Kimble, Kinney, Mason, McCulloch, Menard, Mills, Reagan, San Saba, Schleicher, Sutton, 
Upton, and Val Verde. 
4. Capacity and access to quality behavioral health services to provide: 
 Prevention and treatment of depression, identified as a specific community 
health need in the following 6 regional counties: Coke, Concho Irion, Runnels, 
Sterling, and Tom Green. 
 Smoking and tobacco cessation, identified as a specific community health need 
in the following 6 regional counties: Coke, Concho Irion, Runnels, Sterling, and 
Tom Green. 
 Prevention and treatment of alcohol and drug abuse, identified as a specific 
community health need in the following 6 regional counties: Coke, Concho, Irion, 
Runnels, Sterling, and Tom Green. 
5. Preventative actions. 
Increase emphasis on preventative actions in screening, treatment, case management, 
and community outreach and education to reduce morbidity and mortality from: 
 Heart and vascular diseases, identified as a specific community health need in all 
20 regional counties. 
 COPD, identified as a specific community health need in the following 17 
regional counties: Coke, Concho, Crockett, Kimble, Kinney, Mason, McCulloch, 
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Menard, Mills, Reagan, Runnels, San Saba, Schleicher, Sutton, Tom Green, 
Upton, and Val Verde. 
 Diabetes, identified as a specific community health need in the following 12 
regional counties: Coke, Concho, Crockett, Kimble, Kinney, McCulloch, Mills, 
Runnels, Sutton, Tom Green, Upton, and Val Verde. 
6. Preventative outreach to the poor and extremely poor. 
Increase community capacity to reach the poor, extremely poor, and other vulnerable 
groups with preventative actions to: 
 Reduce obesity, identified as a specific community health need in all 20 regional 
counties. 
 Reduce cost and other barriers to treatment, identified as a specific community 
health need in all 20 regional counties. 
 Improve case management and preventative screenings, identified as a specific 
community health need in all 20 regional counties. 
 Provide education to promote healthy living and wellness, identified as a specific 
community health need in all 20 regional counties. 
7. Food and housing security. 
Increase the security of poor and extremely poor individuals and households by: 
 Increasing access to nutritious foods, identified as a specific community health 
need in all 20 regional counties. 
 Increasing affordable housing in safe neighborhood environments, identified as a 
specific community health need in the following 9 regional counties: Coke , 
Concho, Edwards, Irion, Kinney, Runnels, Sterling, Tom Green, and Val Verde. 
8. Investment in community health needs. 
Develop collaborative community efforts to increase investment in community health 
needs. This was identified as a specific community health need in the following 7 
regional counties: Coke, Concho, Kinney, Mills, Runnels, Tom Green, and Val Verde.  
9. Needs of vulnerable groups such as seniors and children. 
Increase capacity to address health needs of growing numbers of seniors and children in 
the population. This was identified as a specific community health need in all 20 regional 
counties. 
 
Prioritization of Community Health Needs 
A prioritization instrument was used to facilitate a priority ranking by key informants and 
stakeholders for the identified health needs relevant to the respective counties. The instrument 
was reviewed with informants and stakeholders at a series of community forums during 
October 2015. Invitations were sent to county judges and county officials, mayors and city 
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officials, law enforcement officials, hospital/clinic administrators and key personnel, mental 
health leaders, dentists, health departments, church leaders, service organization leaders, 
school administrators and personnel, chambers of commerce, and significant employers. Two 
events were held in San Angelo, one in Brady, and one in Del Rio.  
Preview copies of the county health profiles and associated identified needs were subsequently 
distributed via e-mail to key informants and stakeholders. Invitations and links to the 
prioritization instrument were provided to key informants and stakeholders from November 13 
to December 14, 2015. Respondents ranked the needs associated with their county of interest 
based on specified criteria. A total of 131 responses were returned. 
Each key informant or stakeholder used the prioritization instrument to assign four different 
ranks to each of the relevant identified community health needs. A score between 1 and 5 was 
assigned for each of four criteria. The four ranking criteria were presented to respondents as 
follows: 
 Prevalence: How many people are potentially affected by the issue, considering how it 
might change in the next 5 to 10 years? 
5 - More than 25% of the community (more than 1 in 4 people) 
4 - Between 15% and 25% of the community 
3 - Between 10% and 15% of the community 
2 - Between 5% and 10% of the community 
1 - Less than 5% of the community (less than 1 in 20 people) 
 Significance:  What are the consequences of not addressing this need? 
5 - Extremely High 
4 - High 
3 - Moderate 
2 - Low 
1 – Minimal Consequences  
 Impact:  What is the impact of the need on vulnerable populations? 
5 - Extremely High 
4 - High 
3 - Moderate 
2 - Low 




 Feasibility:  How likely is it that individuals and organizations in the community would 
take action to address this need? 
5 - Extremely High 
4 - High 
3 - Moderate 
2 - Low 
1 - Minimal  
 
Prioritization of Access Needs 
Table 11 reports results of the prioritization of needs related to access barriers that challenge 
members of the regional poverty population. The needs are listed in the rank order reflected in 
the adjusted averages on the right side of the table. The adjusted averages emphasize the 






The adjusted average for each need is based on the separate average scores assigned by 
respondents for the prevalence, significance, impact, and feasibility criteria. For instance, the 
prevalence row under the first need listed in the table shows that 131 responses from 20 
counties assigned an average score of 4.19 on the five-point scale for the prevalence criterion. 
Responses on the significance criterion yielded an average score of 4.08, while the impact and 
feasibility criteria received averages of 4.19 and 2.98 respectively. 
Based on these averages, the adjusted average of 4.61 emphasizes the feasibility criterion by 
giving it double-weight according to the following formula: 
Adjusted Average = [prevalence score + significance average + impact average + (feasibility average x 2)] ÷ 4 
Thus, the computation of the adjusted average for the need to reduce cost and other barriers 
to treatment is the sum of 4.19, 4.08, 4.19, and 5.96 (i.e. 2.98 x 2) divided by 4. 
Two reasons led the research team to give the feasibility criterion its double weight in 
determining the adjusted average. One reason is statistical and the other is practical. 
The statistical reason involves the inter-correlation patterns observed between respondent 
rankings on the four criteria. The research team noted that scores assigned to the prevalence, 
significance, and impact criteria produced strong statistical inter-correlations ranging from 
approximately 0.5 to 0.8. The correlations between feasibility ratings and the other three 
criteria, however, tended to be more modest, falling in an approximate range between 0.2 and 
0.45.20  
Observation of these inter-correlation patterns steered the research team toward 
consideration of the underlying logic of the four prioritization criteria, as well as a close 
inspection of the average ratings associated with the items. Logically, it was recognized that 
each of the first three criteria (prevalence, significance, and impact) gauge the importance of a 
health need from various perspectives. The feasibility item, in contrast, asks about an entirely 
different issue, the potential for community action. 
With this logical distinction in mind, the research team noticed the propensity of respondents 
to assign lower average ratings on the feasibility measure compared to the other three criteria. 
The averages depicted in Table 11 not only illustrate this; they reveal a tendency for the gaps 
between feasibility and the other three criteria to be larger when respondents assigned higher 
                                                     
20
 A factor analysis designed to indicate whether patterns in the responses to the four criteria separate into 
different abstract statistical components revealed that the feasibility criterion loaded on a separate factor from the 




averages for prevalence, significance, and impact.21  The decision to double weight the 
feasibility averages in the adjusted average was made to balance the feasibility of community 
action with the importance of community health needs. 
With this adjustment in place, the need to increase community capacity and action to reduce 
cost and other barriers to medical care and treatment is the highest priority access need for the 
poor and extremely poor in West Texas. The same need applied to behavioral health services is 
of high importance. These following access needs are also important priorities for the poor and 
extremely poor populations in the region: 
 Increasing the availability of nutritious foods. 
 Increasing access to affordable housing in safe neighborhoods. 
 Access to quality dental care.  
 
Prioritization of Chronic Disease Needs 
A previous section of the report focused on survey findings revealing morbidity patterns of 
serious chronic diseases included in the top 10 causes of death for the West Texas region. Table 
12 details the prioritization of chronic disease categories that overlap with the elevated 
patterns of morbidity described within the regional poverty population.  
Key informants and stakeholders prioritized needs to address the chronic diseases in the 
following order: 
 Increase emphasis on preventative actions in screening, treatment, case management, 
and community outreach and education to reduce mortality from complications arising 
from diabetes. 
 Develop and strengthen collaborative community efforts to reduce potentially 
preventable hospitalizations, including hospital admissions arising from diabetes. 
 Increase emphasis on preventative actions in screening, treatment, case management, 
and community outreach and education to reduce mortality from heart disease, 
cerebrovascular disease, and cardiovascular disease. 
 Increase emphasis on preventative actions in screening, treatment, case management, 
and community outreach and education to reduce mortality from COPD. 
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 A series of T-tests comparing the differences between the feasibility averages and the other criteria confirmed 
these observations. T-tests generally produced statistically significant differences between the means for feasibility 
and the other rating standards, and the T-tests tended to depict stronger differences when the prevalence, 
significance, and impact criteria were rated higher on average by respondents. 
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 Develop and strengthen collaborative community efforts to reduce potentially 
preventable hospitalizations, including hospital admissions arising from congestive heart 
failure. 
 Develop and strengthen collaborative community efforts to reduce potentially 




Prioritization of Behavioral Health Needs 
The report reviewed survey findings describing several elevated behavioral health risks within 
the regional poverty population in an earlier section. Table 13 shows the detailed results of the 





Key informants and stakeholders prioritized the needs to address behavioral health issues in 
order as follows:  
 Increase community capacity to reach the poor, extremely poor, and other vulnerable 
groups with preventative actions to reduce obesity. 
 Increase capacity and access for the poor and other vulnerable groups by providing 
quality behavioral health resources for prevention and treatment of alcohol and drug 
abuse. 
 Increase capacity and access for the poor and other vulnerable groups by providing 
quality behavioral health resources for prevention and treatment for depression. 
 Increase capacity and access for the poor and other vulnerable groups by providing 




Prioritization of Community Actions to Address Health Needs 
Table 14 reports prioritization results from queries concerning comprehensive community 






Key informants and stakeholders prioritized comprehensive community actions in order as 
follows:  
 Increase capacity to address health needs of growing numbers of seniors and children. 
 Develop collaborative community efforts to increase investment in community health 
needs. Consider solutions for expanding quality coverage of the uninsured, coordinated 
funding and development of proposals or campaigns, coordinated organizational and 
agency strategic planning, and other collaborative community capacity building 
approaches. 
 Increase community capacity to reach the poor, extremely poor, and other vulnerable 
groups with preventative actions to provide education to promote healthy living and 
wellness. 
 Increase community capacity to reach the poor, extremely poor, and other vulnerable 








The survey of the poor and extremely poor population of West Texas unveils important health 
needs requiring community action for solutions and progress. The broader project of using 
community-based methods to assess health and behavioral health needs in a 20-county region 
entailed establishing contact, cooperation, and collaboration with many of the organizations, 
agencies, communities, and stakeholders who are also among the subjects of the study.  
The research team encourages the counties, communities, and stakeholders in West Texas to 
utilize the findings, the identified health and behavior health needs, and the prioritization of 
needs in every appropriate way to advance their interests in making progress to improve the 
health status of the poor and other vulnerable groups in West Texas.  
 
Recommendations for Stakeholders 
1. Form Community Collaborations. 
Stakeholders and community-based organizations have varying interests in the many health 
and behavioral health needs of the poor and other vulnerable groups. Solutions to most 
issues revealed in this study require groups and organizations working together as 
collaborators. Stakeholders should consider the following qualities in efforts to form 
collaborating community coalitions to make progress: 
1.1. Collaborating organizations should share an understanding of the need(s) they want to 
solve and the community change they must create to solve it. 
1.2. Coalitions must share commitment to a common approach to solving the need(s) and 
be willing to agree upon carrying out mutually reinforcing actions necessary for 
solutions. 
 
2. Focus on the Health and Behavioral Health Need(s) the Collaboration is Able to Address.  
The health and behavioral health needs of the poor and vulnerable groups are 
overwhelming and extensive. Even a strong coalition should take a focused approach to one 
or two areas and build upon successes in future endeavors. Collaborating organizations 
should consider the following in deciding on specific need priorities: 
2.1. What monetary and non-monetary (staff-time, facilities, equipment, specialized 
knowledge) resources partners can access for investment into solving the need(s). 
2.2. What specific activities each partner can best perform in ways that complement and 
support contributions of others.  
2.3. How the collaborators can measure and assess outcomes and progress in ways that are 




3. Identify or Establish Leadership Organizations.  
A collaborating coalition will increase its effectiveness by identifying a leadership 
organization. There may be a need for more than one leadership organization serving 
different needs in a county or community. In any case, stakeholders should consider the 
following in identifying leadership organizations:  
3.1. A leadership organization must serve as the nerve center of collaboration to achieve a 
sustainable set of working relationships. 
3.2. A leadership organization must have the respect and trust of the community and all 
member organizations of the collaboration. 
3.3. A leadership organization must commit time of skilled staff members and any other 
necessary resources for conducting oversight, communications, and other management 
functions for the collaborating coalition. 
4. Consider the Full Potential as well as the Limitations of the Collaboration. 
4.1. Collaborators with sufficiently strong capacity should consider extending coalition 
partnerships to other regional counties or communities where capacity to solve health 
and behavioral health needs are more limited. 
4.2. Collaborators with limited capacity should consider what they can offer to potential 
regional partners who augment capabilities to solve health and behavioral health needs 
of the poor and other vulnerable groups. 
 
Recommendations for Funding Organizations 
5. Create a Forum for Policymakers, Funding Organizations, and Regional Stakeholders. 
A forum for regional stakeholders is needed for gathering with funding organizations and 
local, state, and federal policymakers to share knowledge of local and regional health and 
behavioral health needs of the poor and other vulnerable groups; what is working to 
address those needs; the challenges faced by local stakeholders; the priorities of funding 
organizations; and in-depth understanding of existing and potential policy initiatives.  
5.1. Funding organizations should inaugurate at least one forum of this kind during the 2016 
calendar year as part of an effort to encourage building local and regional capacity for 
addressing the health and behavioral health needs of the poor and other vulnerable 
populations in West Texas. 
5.2. Funding organizations should consider organizing an annual, or periodic as appropriate, 








6. Incentivize Collaborating Coalitions of Organizations to Address the Health and Behavioral 
Health Needs of the Poor and Other Vulnerable Groups. 
Funding organizations should use a significant portion of resources to provide incentives to 
organizations willing to collaborate with community partners to apply evidence-based 
solutions to health and behavioral health needs. 
6.1. Funding incentives should be used, in part, to encourage collaborating coalitions that 
identify and organize around strong leadership organizations willing and able to devote 
resources to oversight and management of collaborative action. Befitting their 
missions, the regional medical centers such as those in Tom Green and Val Verde 
counties, the regional mental health authorities, and the regional FQHCs should be 
encouraged to utilize some of their capacities to provide leadership to collaborating 
coalitions. Local hospitals in Sutton, Kimble, McCulloch, Schleicher, Concho, Runnels, 
Reagan, and Upton counties can also provide leadership in their areas of strength.   
6.2. Funding incentives should also be used, in part, to encourage collaborating coalitions 
with strong leadership and capacity to extend into other regional counties or 
communities where capacity to solve health and behavioral health needs are more 
limited. Likewise, those with limited capacity should be encouraged to augment 
capabilities with regional partners to solve health and behavioral health needs of the 
poor and other vulnerable groups. 
 
7. Adopt and Promote a Long-Term, Socially Responsible Community Investment 
Perspective and Culture. 
Funding organizations should adopt and promote a long-term, socially responsible 
community investment perspective and culture for addressing the health and behavioral 
health needs of the poor and other vulnerable groups. 
7.1. Funding organizations should commit a portion of resources to long-term, project-
centered as opposed to time-centered, investments into communities that advance the 
best efforts for potentially solving the health and behavioral health needs of the poor 
and other vulnerable groups. 
7.2. Through communications and relationships with local and regional stakeholders, 
funding organizations should promote a culture of long-term investment in the best 
initiatives for solving health and behavioral health needs through collaborative 
community action applying evidence-based solutions. 
The research team offers the above recommendations for action toward solutions with 
immense respect and gratitude toward the communities we studied in West Texas and the 
organizations that supported the project. 
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APPENDIX B: GAP ANALYSIS OF PARALLEL INDICATORS TO THE TEXAS BRFSS  
 
The following table details the parallel indicator comparisons with the 2013 Texas BRFSS 
created by data collected from the interview instrument used in the Survey of Health and 









The figure below provides a gap analysis between the survey indicators of health and 
behavioral health risks within the West Texas poverty population compared to parallel 2013 
Texas BRFSS indicators for the 20-county study region. The percentages of higher or lower risk 




The figure below provides a gap analysis between the survey indicators of health and 
behavioral health risks within the West Texas poverty population compared to parallel 2013 
Texas BRFSS indicators for state. The percentages of higher or lower risk in the poverty 




APPENDIX C: RISK INDICATORS BY GEOGRAPHY AND DEMOGRAPHY 
 
The following tables report the survey responses to the health and behavioral health risk 
indicators by county of residence (geography) and demographic characteristics of respondents. 
Only individuals who provided demographic information and responded to the particular risk 
indicator depicted are included in the risk calculations (i.e. cases were deleted on a pairwise 
basis).  Counties with fewer than five respondents on a given risk indicator are also excluded 
from the tables. 
In all the tables, couples may be married couples or unmarried partners. Other households 
include respondents living with their parents; grandparents living with grandchildren; persons 


































































































APPENDIX D: KEY INFORMANT & STAKEHOLDER OPEN-ENDED COMMENTS 
 
Coke County 
These two hospital districts don't seem to be interested in working together. They are in 
competition with each other and don't want to give up the nursing homes in their respective 
towns, to be more efficient. 
Concho County 
Nutrition Services are unavailable to Senior Citizens effect 12/31/15. Will have no means of 
supplementing daily requirements. 
Even though our neighbor county Menard has a dentist provided by Frontera, Concho County 
only has one dentist, and he only works two days per week.  I think Concho County is in 
desperate need of a dentist and that office would be used quite often. 
To my knowledge, Concho County does not have a community health worker.  Currently we are 
participating in the Texas 1115 Transformation Waiver, and most of the projects we collaborate 
with have, and use, CHW's all of the time.  For the resources it takes to certify one, and the 
wages that person would make, the impact on the community, especially the Medicaid, 2-
income, and uninsured population is vast and that worker will always prove to be a necessity. 
Diabetic patients' needs are tough to meet for any community.  Whether it be diet 
management, supplies, medication, and costs or all of the above, any and all resources 
available to help them will be used often. 
Through our 1115 Waiver Diabetic project, we have realized that one of our biggest challenges 
is overcoming the cost barriers for our patients.  We have found a way to help them, but need 
more ideas on how to sustain improvements for the future aside from helping them financially 
because our funding is obviously not going to last forever.  Then what happens to our patients 
when the program is over?  Measurements for our project reveal that the MLIU population 
from last demonstration year (10/01/2014-09/30/2015) is 40% of our patients, which is up 15% 
from last year. 
Case management is needed because it adheres to the patient's needs on a case by case basis 
and helps to ensure that everybody has their screenings and vaccinations and keeps regular 
doctor’s appointments. 
We see this [preventative outreach to vulnerable groups to promote healthy living & wellness] 
a lot with our Health and Wellness Center, people want to get healthy and exercise, but some  
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of the people just cannot afford it. But, for people in general to just get healthy, the poor, 
extremely poor, etc. need more education and resources. 
Obesity prevention (especially for children) is something this county really needs.  With the 
opening of our new Health and Wellness Center, we are going to try something for kids, but 
Concho County needs to pool resources to address this problem.  A boys and girls club for after 
school that provides healthy snacks and education about eating and cooking healthy is 
something this community needs. 
Extremely difficult, if not impossible, to obtain [reducing cost and other barriers for behavioral 
health]. MHMR refuses to evaluate or accept patients from county hospital. 
Depression is hard to treat.  Sometimes patients have to try a host of different medications and 
therapeutic strategies before they find something that really works for them.  I just think 
Concho County needs more resources for those suffering from Depression or any other 
behavioral condition for that matter. 
Edwards County 
Senior Citizens need to have a good health clinic to be taken to on a daily basis 
Dental is an important phase of the elders’ lives. A Facility with this kind of help would make 
things easier. 
Our closest [cancer] treatment facility is 77 miles away. Transportation to and from doctors is 
always needed. 
Edwards County is a small community with very little resources. Most of the Edwards residents 
are on a fixed income and not enough money. Residents have to drive at least 30 to 40 miles to 
the closest hospital or nearest physician. Any resources brought to this community will help 
tremendously.  
Irion County 
Having a HCP [health care professional] in the community monthly or every two weeks would 
be beneficial especially for the working poor and seniors. 
Offering free screenings. 
Kimble County 




The only clinic we have is in Junction, Texas which is accessed Monday-Friday 8-5.  We do have 
an excellent hospital which can stabilize individuals prior to transport to other agencies. 
No classes currently being taught on prevention or maintenance [of diabetes]. 
One major barrier to treatment is transportation; some folks can't even get to our clinic, and 
some can't get to specialists out of town. Our charity program quickly runs out of funds every 
month, and our indigent program only covers those at the 21st percentile or below poverty 
level. 
The closing of the State DSHS office affected many people who either don't have 
access/knowledge of computer use, or can't get a ride to Brady to enroll in programs such as 
SNAP, Medicaid, TANF, etc. I end up helping several people every month, and to many of them, 
I am their only resource. 
No such [diabetes] programs are provided in Junction that I am aware of. 
To my knowledge, the only food bank in town is run through our local Methodist Church, and 
their supplies do sometimes run low. It would be nice to see them collaborate with and receive 
items from one of the larger grocery store chains, like some big city food banks do. It would be 
great to see some 'nutritional counseling' and 'self-sufficiency in gardening' type classes be 
offered. Or even, "How to stretch your SNAP benefits with healthy choices" rather than blowing 
through $120 of benefits on sodas and frozen burritos, etc. 
Kinney County 
Too often I hear about out senior citizens falling and breaking a hip or ankle. I believe we need a 
comprehensive program that can come in and senior proof these citizens’ homes. I think 
another issue that needs to be looked at is seniors traveling from Kinney County to Del Rio or 
Uvalde or San Antonio to special care. Too often I hear requests at my church or from 
concerned family members that their loved ones need to get to one of these locations to see a 
specialist and often do not have a reliable way to get to their appointments. 
Need for seniors is great in Kinney County. They need the resources to be made aware of what 
benefits area available to them. They also need transportation to medical appointments. 
There is limited health care in the community.  At present we do have a clinic but not a doctor.  
The poverty keeps people from even seeking health care.  There is no specialty care like 
pediatrics or geriatric care. 




There is not a licensed child-care facility, or pre-school in Kinney County.  There is a head-start 
program at the public school for 4 yr. olds, but it is limited in number of children it can take.  
The problem is two-fold.  Many children in our county are not prepared to enter into the 
education system and succeed.  2nd - Families remain impoverished, because the lack of 
childcare makes work or job training improbable to manage.  Whatever is done in the way of 
childcare, it needs to be sliding scale with a possibility of full scholarship so that registration 
fees don't prevent participation. 
HOPE outreach, a Methodist Ministry, has been trying to work on programs to engage teens 
into community programs.  Upon talking to teens we find that alcohol and drugs are a problem 
thus leading to the teen pregnancies. 
The teen pregnancy rate of our county is one of the highest in the nation. Education, 
counseling, for both parents and children are needed. 
Most citizens or a large percentage of our citizens have to go to Mexico for their dental care, 
due to the affordability of that foreign country as opposed to this nation. 
The dental care needs of many in the lower income groups are being met in Kinney County. 
There is a great need for a dentist. 
We have many families in the county who need access to trained behavioral health providers.  
Alcohol and substance abuse is an issue in our county as is domestic violence, which often goes 
unreported, because there are no good solutions, even when reported. 
No nursing home in the area.  Closest homes are either 32 or 40 miles away. 
Nursing homes are within 30 miles of Brackettville. More effort should be spent in other areas 
rather than nursing homes. 
We have a local church alliance that works toward working together to improve the 
community. 
We have one PA in the clinic and no doctor.  The closest doctors are 32 miles away.  Most of the 
poverty level clients have no transportation.  There are no public transports either. 
Very often I hear about this kid or that kid indicating some need to see a psychiatrist, or having 
suicide tendencies or crying out for help. Our school does provide some type of help but for its 
good reasons or legal reasons I believe they fall short of sharing information. I did form a group 
named SALT (Saving A Life Together), but we are in need of more professional training. It is 
difficult to get that training because everyone has to work for a living, and it is hard to take time 
off duty hours. It's like a catch 22. 
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More training for peace officers, first responders and EMS personnel for mentally challenged 
patients, criminals, etc. 
There is often not enough monthly income to cover the cost of basics, such as housing, food, 
and utilities, so practice of health screening for early detection is not standard practice for most 
in the county, nor is seeking treatment until health problems are advance. 
Needs are for outdoor walking tracks, recreational park, soccer field and education classes 
regarding this treatable and preventable disease [obesity]. 
Again much needed counseling and education [for obesity].  And again, it must be provided at 
home as well as at school. 
We have a church alliance sponsored Commodities distribution for qualifying families monthly 
and an emergency food pantry that tries to help bridge the gaps throughout the month as 
needs arise.  Much of the groceries supplied are canned or dried foods.  Fresh vegetables and 
fruit are not part of the distribution programs we have in place.  Meat distribution is rare. 
Very limited on resources. Most have to drive to the nearest community. Transportation plays a 
big problem in Kinney.  
Mason County 
Mason's population contains a high amount of individuals 65 and older.  I believe the need for 
more senior services is a must. 
Need someone who is bilingual to address the Hispanic segment of our community regarding 
this topic [preventative outreach to vulnerable groups to promote healthy living and wellness; 
to reduce obesity; and to reduce diabetes].  Need some incentive for people to attempt to 
improve their situation. 
Mason does not have access to any type of mental health, counseling or depression related 
services.  I feel that it is a must for the service as well. 
I would like to see some type of proven program implemented here in Mason that can 
empower people to seek improved health & financial status, rather than continue watching 
efforts to just give to needy people. 
McCulloch County 
Working for the Better Living for Texans program, we work hard to educate the poor and very 
poor on better eating habits as well as smart shopping and the importance of exercise. While 
working with this program, I have witnessed first-hand the need in this community. I have 
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found that many of the residents here do not like to admit that they are in need as well as a 
helplessness as far as change goes. I have met many that would rather go without than utilize 
the local food pantry because of the amount of paperwork involved in the process as well as 
the humiliation of the process. That being said, many people do benefit from the program. I do 
believe that once a month at the main pantry is not sufficient for those most in need. Many 
have stated that it is near impossible to make it to the end of the month. While we can educate 
and give them tools to making their food dollars go farther, living in a food desert, it is hard to 
find the best prices on staple items. I would like to see a more people friendly system for 
distribution of food at this location. 
Schleicher County 
If we could educate the general public, the poor and the extremely poor in our county about 
the importance of healthy living and wellness, maybe some of the health issues in our county 
would start to correct themselves. 
This area is a food desert. Many of the lifestyle changes that people need to make are next to 
impossible to carry out due to the lack of fresh nutritionally rich sources of food. 
Sterling County 
There seem to be a disproportionate number of accidents here. Not sure what can be done 
about it, except as regards to alcohol. 
Alcohol abuse is an issue in the area for a number of folks, which leads to influenced driving, 
which leads to deaths and injuries due to accidents. 
Sutton County 
The Food and Resource Center of Sutton County opened its doors in October 2014. After one 
year of operation, the Center is now providing monthly food boxes to an average of 120 
families made up of 325 individuals. Our client base is composed of 185 families made up of 
more than 450 individuals. In addition to monthly food distribution, the Center provides office 
and/or meeting space for the following services: MHMR, West Texas Guidance and Counseling 
Center, Rio Grande Legal Aid, American Cancer Society and other social service providers. Lillian 
Hudspeth Memorial Hospital has a Community Outreach Nurse who operates out of the center 
three days a week.  The Food and Resource Center of Sutton County is a non-profit organization 
that seeks to address the health and emotional needs of residents of Sutton County. The Center 
is located at 704 Glasscock Street in Sonora, Texas. Theresa Ward, Executive Director, may be 




Tom Green County 
Since Tom Green County Indigent Health Care doesn't cover dental care, or eyeglasses either, 
and they serve the poor, I doubt San Angelo will work hard at increasing access to quality dental 
care.  My youngest daughter was on the waiting list for a year at UT San Antonio Dental School 
until this past August to be seen and I have to drive her there and back to be able to receive 
advanced dental care that she needs at reasonable prices. 
We just need more dentists in San Angelo that service students with Medicaid.  A lot of our 
parents have to travel to outlying towns to take their children to the dentists. 
At Rust Street Ministries we see so many people who need dental care and have no resources 
to pay for dental care.  Their health is greatly affected by their poor teeth. If their income allows 
them to pay for rent, maybe utilities and some food there is nothing left for dental care. There 
is a great need in Tom Green County for dental care. 
Foundation for Better Health - formerly known as Tom Green County Partnership for Better 
Health has had a huge success - reducing between 10-15% over the past two years’ worth of 
data. http://tgcpartnershipforbetterhealth.org/ The next two years we are focusing on case 
management. 
Unfortunately, my own late husband passed away from urosepsis, which was caused by a 
catheter associated UTI contracted in a hospital ER in east Texas, and not due to not receiving a 
transplant that he was on a list for in Dallas.  This was a shock to me after all he went through in 
the seven years he was on the list.  I don't think there is enough done by hospitals to prevent 
the thousands of death every year that are reflected in reports of mortality data. 
San Angelo has already implemented a comprehensive smoking ordinance. We need more 
education for cancer preventions. 
Because of my own personal experience in the difficulty of accessing health care back in 2011, I 
realized that if I was an educated person and had the difficulty I had, that the uneducated 
population suffers much, much more than I did in receiving the care it needs.  If a person isn't 
healthy enough to work, they can't become self-sufficient and are forced to rely on and drain 
the community's resources.  In the three years I was ill, I was amazed how many people didn't 
know there were resources available to them that I ended up accessing mostly by my own 
efforts.  I used my own experience to help advocate for as many people as I could, because I 
knew what it meant to me to become healthy again.  Too many resources in San Angelo are 
duplicated. 
Obesity is at epidemic proportions so we need to educate the community about the importance 
of healthy eating and physical exercise. 
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Increasing mental health services is the highest priority in my opinion. Many of the other risks 
could be minimized with better behavioral treatment. 
The rate of suicide completion is double the state average and I recently read that young 
Hispanic females lead the demographic groups. We must intercede. 
Tom Green County has been above the state average for suicide rates every year since 2000. 
We need to make sure that every resident of our county has access to 3 nutritious meals each 
day. We need to eliminate food deserts and make sure, especially, that all children and seniors 
have sufficient food to eat. 
I don't think I am knowledgeable enough to make accurate comments on most of the survey 
topics.  The answers provided are my best guesses.  I don't think other employees would be 
better equipped to answer the questions.  It should be noted that I work for [agency redacted], 
which is really more of a support service, rather than a direct care health provider.   We do 
some things that are directly related to health care, but generally we assist others who are 
more involved in that type of work.  I am not sure what is really being asked by the questions.  
And it simply would take too much time to try to figure it out.  I am grateful for the work and 
information provided in the reports, but I question the effectiveness of the survey I just 
completed.   
What will it take to get the two main medical centers to work together to help their 
community's poorest members? 
You did question and/or comment specifically of dentists/dentistry is several places. You noted 
the number of pharmacists but I don't recall any specific questions or comments. And no 
notation of the number of pharmacies (probably more of a problem in out counties). I believe 
ready access to pharmacies and the cost of drugs are potentially very significant factors. 
Another factor with regard to getting health care is transportation to health care professionals, 
but in larger towns and in out-counties with fewer health care resources. I don't recall 
comments on transportation. 
Upton County 
We have an aging population so our needs for things like diabetes education/prevention, COPD 
education/prevention, stroke/HTN education/prevention would be beneficial to our 
community. 
Dental services are accessed in Crane, Midland, or San Angelo. We are a small population and 
probably could not support a dentist coming to Rankin. 
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Obesity is a major issue in this area. Wellness education and support would be beneficial to our 
community. We have a new, beautiful wellness center and will be focusing on building our 
wellness program over the next year. 
Val Verde County 
There is a real need for pediatricians and a doctor specializing in Geriatrics for the growing 
population of Baby Boomers. 
We are a young population in the county. Children are our future and we have to ensure their 
health needs are met; likewise with seniors. It is a growing population faced with multiple 
changes. Both populations are very vulnerable and need our support to help maintain quality of 
life, through outreach, and education 
Have school district be more proactive with the community at large and open its doors to assist 
with this growing situation [teen pregnancy]. 
Need to have collaboration of all dentists in the Del Rio area. (Findings through 6 years of 
Dental clinics provided within in the community have found that not only access but cost has 
and continues to be a barrier for many residents here in Del Rio.) For further information please 
contact [name redacted]. 
Behavioral health is often ignored but is just as important as physical health for quality of life. 
Hill Country does a good job but is limited by their criteria in terms of who they serve. Other 
resources do exist but are also limited as well in serving those that do not have insurance. Need 
more resources that can reach out to these populations. 
As a pastor, if someone who needed behavioral health services came to me, I would not know 
who to refer that person to. 
Work with business leaders, economic development team to attract more health care 
professionals (i.e., physicians) to Val Verde County. 
We definitely need more physicians and access to more specialists here.  Many people have to 
travel to San Antonio or San Angelo to even see a doctor during high peak times. 
We need at least one more psychiatrist. 
For a large population, it’s a shame we only have one psychiatrist and few psychologists. Those 
that most need them cannot travel out of town to see someone die to financial limitations and 
even if they can it may take a long time to schedule an appointment given a shortage of 
psychiatrists accessibility is also an issue due to economics. 
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There is a need for qualified counselors, especially to help those that don’t have the means to 
pay. 
Dieticians can provide Nutrition Education that can really help these people. Active lifestyles 
starting at an early age can reduce Heart Disease. 
Again, Dieticians can assist or teach people with Diabetes about the nutrition that will help 
them control their blood sugar. 
Although there is a [diabetes] program that assists with some of these issues, it too needs to be 
brought to the forefront as a community involvement program. 
We continue to have many families not eligible for medical and dental insurance for many 
factors and [ineligibility] is one of if not the main barrier found as in most other communities. 
Important to get out into the community. Must get out to help educate, inform them of what’s 
available and help them access those services. 
The best way to reach the poor and extremely poor is through education/outreach to promote 
wellness. 
Increased physical activity and eating healthy foods can help in decreasing the rate of Obesity, 
Heart Disease and Diabetes. We need more sidewalks and parks with areas for adult sports, 
walking, running, swimming, biking, or playing other sports. 
I do feel that there are efforts being made with varying degrees of effectiveness in a number of 
areas put forth in this survey.  Overcoming cultural barriers may take personal individual 
education with a great amount of patience. 
